Differentiation between real or fabricated, recent or old, traumatic, pathological, or malingering reporting about cause, tools, date, cure time and fate, disability and its percentageclear much new facts in this new specialty practice.
Objective: To analyze malpractice litigation trends and to better understand the causes and outcomes of suits involving salivary gland surgeries to prevent future litigation and improve physician education.
Method: Jury verdict reviews from January 1987 to March 2011 were obtained from a computerized legal database, WESTLAW. Data were compiled on the demographics of the defendant and plaintiff, medical specialty of the defendant, use of otolaryngologists as expert witnesses, nature of injury, legal allegations, verdicts, and judgments.
Results: Twenty-six cases met inclusion criteria and were selected for review. Specialties that were listed as defendants were otolaryngologists (66%), general surgeons (25%), and oral surgeons (13%). Verdicts for the plaintiffs predominated (54%) and the average sum of plaintiff's monetary award was $978,466. Sixteen cases (62%) directly involved initial pathology or surgical complication of parotid gland etiology. Six cases (23%) involved injury to the lingual nerve. Five cases (19%) involved complications following surgical intervention for sialolithiasis or sialadenitis. Two of the more common complaints were failure to adequately diagnose and treat (31%) and lack of informed consent (15%).
Conclusion:
In salivary gland surgeries, risk management goals should include a thorough preoperative assessment of salivary gland masses with appropriate and adequate radiologic and pathologic studies. Additionally, thorough and detailed written informed consent with discussion of alternative treatment options and surgical plans may assist in mitigating risk for potential lawsuits.
Business of Medicine/Practice Management National Operative log Growth Charts in Otolaryngology-Head and Neck Surgery Training
Noel Jabbour, MD (presenter); Terance Tsue, MD Objective: 1) To report national standard developmental growth curves for operative procedures in otolaryngology. 2) To describe a method by which program directors can chart surgical case numbers over time to assess sufficiency of cases and parity between residents.
Method: National statistical operative log reports were obtained from the ACGME for otolaryngology graduate classes of 2009, 2010, and 2011 at set intervals during training. Mean numbers and 0.5 and 1 standard deviation from the mean were graphed against training level to create case log growth charts, akin to developmental growth charts.
Results: Case log developmental growth charts were made for each key indicator procedure and for total cases. Progress of an individual resident or of a cohort of residents may be graphed against this growth chart background over time.
Conclusion: National Operative Case Log Growth Charts allow residents and program directors to graphically assess progress in obtaining sufficient variety and number of operative procedures over time throughout training. This can provide early identification for need for intervention when residents begin to fall below the growth curve during training.
Business of Medicine/Practice Management Prospective Evaluation of Perioperative Errors and Delays
Raj C. Dedhia, MD (presenter); Kawa Shwaish; Carl H. Snyderman, MD, MBA; Robert Monte, MD; David E. Eibling, MD Objective: 1) Understand the leading causes for process errors and delays in the otolaryngology operating room. 2) Recognize the impact of process errors and delays on patient safety, hospital costs, and environmental waste.
Method: A 4-week prospective, observational study was conducted in January 2012 evaluating 23 elective otolaryngology cases. A standardized data collection tool was developed and refined based on pilot observations. Two trained observers recorded relevant times and actions from patient check-in in the preoperative holding area to the "wheels out" time.
Results: The mean case observation time was 220.0 ± 167.8 minutes with mean duration of operation length being 107.0 ± 146.2 minutes. The perioperative period was divided into 6 stages: patient holding, room preparation, preintubation, postintubation, intraoperative, postextubation. One hundred (average of 4.3 per case) process errors were recorded, 34% of which were due to communication failures. Forty delays were observed resulting in 336 minutes of standstill delay. Again, communication failures represented the most common etiology with 17 communication failures resulting in 146 minutes of standstill delay. The preintubation stage was most affected by delay with 1 in 6 minutes comprising standstill delay.
Conclusion: This is the first study in otolaryngology to examine perioperative process errors and delays. Preoperative team discussion and use of technology represent potential strategies in minimizing communication-related process errors and standstill delays. Further work is currently being undertaken
